earlier by clinical means. During this period no baby has been found later to be suffering from a congenital dislocation of the hip who had been radiographed previously and the radiograph regarded as normal. Besides the 43 frank dislocations it is probable that other potential dislocations were encountered which were reduced at the time of radiography. It is our practice to splint cases which . are clinially suggestive of dislocation especially if associated with an increase in an acetabular angle.
During the period of the study, we discovered 5 cases of dislocation in babies presenting later than the neonatal period. These babies had been examined clinically but not radiographed during the neonatal period. It is thought that they were missed clinically, but it is, of course, arguable that they had in fact late dislocations not present at birth.
There is no doubt as to the value of early detection of congenital dislocations. In most cases an excellent cure is obtained provided splinting is started in the first month of life. We have every expectation that 38 of our 43 patients have recovered completely following simple splintage. The other 5 babies proved more refractory to treatment despite early splintage. Open reduction of the dislocation was necessary in 2 of these babies. At a symposium on this subject held by the Section of PRdiatrics on February 25, 1966, some speakers also noted the occurrence of the odd refractory case.
Dr E N Glick (Metropolitan Hospital, London) A Radiological Comparison of the Hip-joint in
Rheumatoid Arthritis and Ankylosing Spondylitis
In osteoarthrosis of the hip the main pathology is usually in the upper outer part of the joint with narrowing, subchondral sclerosis and perhaps cyst formation. In rheumatoid arthritis, by contrast, the major change is in the inner part of the joint and Fig 1 shows the typical appearance. The femoral heads appear to burrow into the pelvis.
Loss of joint space without sclerosis is the diagnostic feature of early rheumatoid arthritis in the hips (Forestier et al. 1951) . Sclerosis and other changes usually follow. Osteoporosis and erosions are the hall-mark of rheumatoid changes in the hand but these are usually poorly defined in the hip (Glick et al. 1963) . (1964) ankylosis occurs, but there was at least one instance (and probably three others) in our series.
Rutishauser & Jacqueline

Spondylitis
When spondylitis involves the hip-joint, as in the rheumatoid hip, there is pannus spreading in over the margins of the cartilage and out from the fovea capitis. The rheumatoid pannus is more destructive whereas the spondylitic pannus may form osteoid tissue as well. There is therefore a tendency to form a rim of new bone around the margin of the articular surface of the femoral head. It may produce the appearance of a 'ruff' around the junction of the femoral head and neck (Fig 2) , but even lesser degrees of new bone formation present a typical appearance (Fig 3) , particularly in the absence of the sclerosis or narrowing one would expect with osteoarthrosis.
This osteophyte formation occurs in other conditions, but in spondylitis, except in the most severe cases proceeding to bony ankylosis, this appearance is a fairly constant feature and relatively more advanced than other joint changes, whereas joint destruction usually precedes osteophytosis in other disorders.
It may reflect altered stresses resulting from immobility of the joint, as limitation of hip movement is very common in spondylitis and the most marked marginal osteophytosis seems to be in immobile hip-joints. The similar appearance seen with other disorders may also be a manifestation of restricted movement.
In severe cases there is associated thickening and osteophytosis of the acetabular rim with the two zones of new bone forming reciprocal indent-ations (Fig 4) . This 'remodelling' of the joint surfaces may be seen in rheumatoid arthritis but, in general, there is less loss of joint space in spondylitis.
French authors (Forestier et al. 1956 , de Seze et al. 1959 describe changes in bone structure as an early recognizable sign of hip involvement, but it was not found so in our series of 240 spondylitis patients.
Joint narrowing was a feature in nearly 20 % of the 150 affected hip-joints, but in only one-third of these was it severe. It was usually associated with other changes such as a femoral ruff which indicated the diagnosis of spondylitis, but in 6 % the changes were indistinguishable from those in rheumatoid arthritis.
Cysts were seen in about 25 % of the abnormal hips but were rarely a marked feature. Acetabular protrusion of slight or moderate degree was seen in six hip-joints (4% of the abnormal joints). Reduction in size of the femoral head was also recorded in 4 % of the abnormal joints. This was never severe and necrosis of the head was not identified.
Bony ankylosis is the classical result of spondylitis affecting the hip-joint; it was found in only 12% of the affected hips although half the patients had had the disease for ten years or con-~~~~~~~~~~~~~~~~~~~~~~~~.°R siderably more. Sometimes the joint is obscured and sometimes a ghost of the space is left. Some authors have suggested that in one case the ankylosis is merely capsular; indeed a recent report with some tomograms seemed to support this view (Duirrigl et al. 1965 ). Nevertheless, Rutishauser & Jacqueline (1964) state that ankylosis is always generalized.
Summary
The main feature of rheumatoid affection of the hip joint is upper inner joint narrowing with the femoral head burrowing into the pelvis, with, in 25 % of cases, femoral head changes and/or acetabular protrusion, whereas in spondylitis the joint space and anatomy tend to be preserved but there is new bone formation around the perimeter of the femoral articular surface which may form a typical ruff.
